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ABSTRACT 
Diabetes mellitus is a chronic metabolic disorder. Those affected must leam self-
management skills to avoid or delay the complications associated with this disorder. To 
make an education program successful, the needs of the target population should be 
assessed so their needs can be met. 
The aims of this study were to determine the nutrition education needs and preferred 
teaching strategies, as perceived by clients with Diabetes attending Concord Repatriation 
General Hospital (CRGH). This data can provide nutritionists at the CRGH with 
information which they can utilise in the development of nutrition education strategies, 
which aim to increase clients knowledge and skills in managing diabetes. 
The research method used in this study was a self-completed questionnaire. The 
questionnaire was distributed and collected by the author. It was given to 45 clients 
with diabetes in the waiting rooms at the Department of Nutrition and Dietetics 
Outpatients Clinic and Clinic 10 (a Diabetes Outpatient Clinic) at CRGH. 
The findings from this study indicate that the majority of the participating clients at 
CRGH felt they needed practical knowledge rather than theoretical knowledge to help 
them in the management of diabetes. "General discussion", "general advice for eating" 
and "pictures" were preferred methods of teaching compared to the traditional "lecture" 
style. 
Knowledge of particular foods - "milk", "cheese", "biscuits", "cakes/lollies/chocolates" 
were rated highly as "Must Know" to help manage diabetes. Foods reflecting one's 
cultural background were included in the "other" category. 
A variety of sources for obtaining information on management of diabetes were 
considered as acceptable options by the sample group. These were: "general 
practitioners", "individual appointment with a dietitian" and "small groups." The 
preferred format for "small groups" was one single moming, on a week day. 
Vll 
A significant difference exists between males and females in some preferred teaching 
strategies. More females preferred "cooking demonstrations", "supermarket tours" and 
"eating out with a group and discussing food choices" compared to males. There were 
no clear preferences expressed by males for teaching strategies. 
No significant difference was found between age, education level, cultural background, 
whether an interpreter was required and period of time since last education session with 
a dietitian with relation to: nutrition information needs including information on any 
particular foods, preferred teaching strategies and preferred sources of obtaining 
information about managing diabetes. 
From this study it was concluded that practical information presented in an informal 
manner would best meet the needs of this group. (Preference in the method of teaching 
changes with gender.) Particular foods need to be discussed and avenues for nutrition 
education were identified. 
It is recommended that strategies to educate clients with diabetes about practical 
information be developed, methods of teaching be informal and incorporated into future 
education sessions, liaison between the dietitian and general practitioners in the area be 
established and the needs of non-English speaking communities be further investigated. 
These recommendations have been made so to try and improve the current services 
provided by the dietitians when educating clients with diabetes, at CRGH. 
Vlll 
CHAPTER ONE 
INTRODUCTION 
1:1 Background 
Diabetes is defined by the Dietitians Association of Australia (1990:56) as: 
"a condition characterised by an elevated blood glucose level in response to a 
deficiency or diminished effectiveness of insulin." 
This affects the metabolism of carbohydrates, protein and fat. Diabetes is an important 
and increasing health concern. Results of the Australian Bureau of Statistics Health 
Surveys indicate that the prevalence of diabetes is increasing. Approximately two to 
three percent of Australians have diabetes, and it is thought that this figure is expected 
to double by the year 2000. (Department of Public Health, University of Sydney 1993). 
In addition, diabetes mortality has also increased, from 11/100,000 in 1980, to 
13/100,000 in 1990. Approximately 85 per cent of people with diabetes have non-
insulin dependent diabetes (Type 2 diabetes), the onset of which is related to lifestyle 
factors such as dietary intake, body weight and physical activity. The remaining 15 per 
cent have insulin dependent diabetes (Type 1 diabetes), affecting mainly children and 
require insulin to be injected daily (Department of Public Health, University of Sydney 
1993).. 
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The daily management of Diabetes involves a "complex interaction of metabolic 
variables, self care behaviour, psychological and social adjustments to having the 
disease" (Nowacek et al 1990:298). People with diabetes require continuing medical 
care and education to prevent acute complications and reduce long term complications. 
A critical component for effective management of diabetes is optimal nutrition. This 
is supported by Franz et al (1994) who reinforces the importance of optimal nutrition, 
that is, reducing the risk factors for chronic health problems and improving overall 
health. However, despite this fact, dietary non-compliance is common. Results from 
a study conducted by Kendall and Jansen (1990) indicated that three quarters of clients 
received dietary advice and only 47 per cent of these followed their diet. Of the others, 
one quarter did not follow their diet and one quarter followed their diet "sometimes". 
Seventeen out of twenty two participants who did not complete the study experienced 
difficulty in following a diet prescription. Similarly researchers West (1986) and 
Broussard et al (1982) support these findings. 
For an education program to be successful, it is recommended that it be based on the 
needs of the target population. A needs assessment is considered to be a standard to be 
met by all diabetes education programs. This is to ensure that the program is 
appropriately adapted to the target population (Task Force to Revise the National 
Standards 1995). A needs assessment has not previously been conducted at CRGH for 
this target group. 
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Research by Duchin and Brown (1990), based on adult learning principles, found that 
patient and nurse ranking of areas designated for patient education (as specified in the 
National Standards for Diabetes Patient Education Program) were similar and thus a 
good resource for program planning. Also, a study by The Diabetes Control and 
Complications Trial (DCCT) Research Group (1993b) found that client participation in 
determining a meal plan lead to the client having no problems choosing foods from the 
hospital menu. However, disagreements between client and care-givers perceptions were 
found by: Adom and Wright (1982) and Berron (1986). 
Teaching strategies also play an important role in effective education. Not all methods 
of education are equally effective. A study by McCulloch et al. (1983) compared the 
effect of three different teaching strategies. After six months, group 1 (conventional diet 
sheet instruction) showed no improvement in knowledge, compliance, or HbA^ 
However, group 2 (practical lunch time demonstrations) and group 3 (videotape 
education) HbA^ fell. The change in HbA^ showed an appreciable correlation with 
dietary compliance based on day-to-day consistency in carbohydrate intake. 
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1:2 AIMS 
The aims of this research are to determine the nutrition education needs and preferred 
teaching strategies, as perceived by the clients with diabetes attending CRGH. 
1:3 OBJECTIVES 
The specific objectives of this study are: 
1. To identify the aspects of nutrition about which the client with diabetes wants 
information. 
2. To identify the teaching strategies preferred by the client. 
3. To make recommendations conceming the nutrition content and teaching 
strategies for a diabetes education program. 
The findings from this study can then be incorporated in future diabetes education 
programs. This will help tailor the program to the needs of the client since they are 
"ultimately responsible for their disease management" (Duchin and Brown 1990:256). 
Thus, involving clients can have a major influence on knowledge, compliance and 
metabolic control as a need for information has been identified (McCulloch et al 1983 
and Istre 1989). 
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CHAPTER TWO 
REVIEW OF LITERATURE 
There have been a broad range of studies that investigate diabetes education and ways 
to improve dietary management of diabetes. However, very little literature relating to 
specific nutrition information needs was found. A great deal of literature does however 
exist with relation to teaching strategies. 
2.1 DIABETES BACKGROUND 
Diabetes is an important and increasing health concem. Diabetes is defined by the 
Dietitians Association of Australia (1990:56) as: 
"a condition characterised by an elevated blood glucose level in response to 
deficiency or diminished effectiveness of insulin." 
It affects the metabolism of carbohydrates, protein and fat. It is one of the oldest 
disorders known to mankind. Physicians were familiar with it thousands of years ago 
in Egypt, Greece and India (American Diabetes Association 1994). 
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Diabetes is a lifetime disorder with no permanent cure available at present. It inevitably 
requires health behaviour and lifestyle adjustments on the part of the client (Diabetes 
Association 1993). The purpose of the treatment is to achieve and maintain blood sugar 
levels as close to normal as possible (Franz et al 1994). This should permit people 
with diabetes to lead a life free of severe problems such as hypoglycaemia (low blood 
sugar), hyperglycaemia (high blood sugar) and ketosis. In the long term, treatment will 
assist in preventing vascular and neurological complications such as heart disease, 
kidney disorders, nerve damage and blindness (Bloomgarden 1994). 
2.2 IMPORTANCE OF NUTRITION AND DIABETES 
Nutrition in general plays a crucial role in one's health. The Health For All Australians 
Report, found that poor food consumption pattems and poor dietary behaviours 
accounted for approximately 55 per cent of disease and deaths in the Australian 
population (Health Targets and Implementation Committee 1988). The Better Health 
Commission (1986) supports the importance of diet. Scientific evidence indicates a link 
between the over consumption of food components such as fat, salt, sugar and alcohol 
and the development of major life threatening diseases. 
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Diseases such as diabetes, coronary heart disease, stroke, hypertension, some cancers, 
liver and gall bladder diseases, dental cavities, constipation and diverticulitis contribute 
to premature morbidity and mortality and are considered to have a strong link with diet 
(Better Health Commission 1986). 
Franz et al. (1994) discusses the importance of optimal nutrition and how it can lead to 
the reduction of complications associated with diabetes and thus risk factors for chronic 
health problems. A critical component in the management of diabetes for the effective 
control of blood glucose levels in diabetes, is adherence to a therapeutic diet (DCCT 
Research Group 1993b). However, despite this fact dietary non-compliance is common 
and may result in poor control of blood glucose and increased risk of long term 
complications (Seley 1993). 
Chapter Two: Review of Literature 
2.3 IMPROVEVG DIETARY ADHERENCE 
The daily management of diabetes is a complex regime that lasts a life time. It requires 
many behavioural changes, psychological ad^tations and social adjustments on the part 
of the client (The DCCT Research Group 1993a). 
Adherence to a therapeutic diet is crucial in the management of diabetes. However, 
dietary non-compliance is common. Non-compliance refers to "failure of many patients 
to follow the medical and dietary regimes prescribed by the physicians" (Seley 
1993:386). There are a number of reasons why dietary management is not successful. 
According to Kendall and Jansen (1990) they include poor patient attitudes, lack of 
motivation, low education levels, rigid and inflexible diet regimes and non innovative 
counselling techniques. 
Eating pattems need to change for the majority of clients who develop diabetes. Many 
clients have difficulty in understanding and adhering to dietary changes. Sheenan and 
Skuza (1994), discuss the importance of nutrition education in the management of 
diabetes. Nutrition therapy becomes a challenging aspect of diabetes care and 
education. Therefore, dietitians are challenged in assisting clients to making necessary 
long term changes to their eating pattems, in order to improve/achieve optimal 
glycaemic control. 
Chapter Two: Review of Literature 
2.4 IMPORTANCE OF CLIENT INVOLVEMENT IN NUTRITION 
EDUCATION - THE ADULT LEARNER 
Nutrition education has been defiaed as: 
"the teaching of validated, correct nutrition knowledge in ways that promote the 
development and maintenance of positive attitudes towards, and actual 
behavioural habits of eating nutritious foods (within budgetary and cultural 
constraints) that contribute to the maintenance of health, well-being and 
productivity" (Scott 1994:2). 
In the 1960s people with diabetes did not participate ia the design of their treatment and 
care. The physicians limited their teaching to the prescription of appropriate iasulm 
dose or medication, and provided information about the disease and included a dietary 
list without involving the client. However, Beaser (1956) and Etzwiler (1962, cited in 
Wikblad 1991) discovered that people with diabetes had inadequate knowledge about 
their disorder. In order to increase this knowledge and the clients' compliance with the 
treatment, educational programs were developed in the 1970s. Programs were studied 
and results showed an improvement in knowledge about diabetes. However, treatment 
compliance, metabolic control and self-care were seldomly achieved. During the 1980s 
attitudes towards patient participation in diabetes care changed and has shown to have 
positive implications on the management of diabetes (Wikblad 1991). 
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Duchin and Brown (1990:256) state that "the patient is his own therapist for 99 per cent 
of the time." Therefore, it is important that clients are involved in determining the areas 
of nutrition to be educated m. The reason for this is to maximise adherence to achieve 
compliance. In this context, Knowles' theory can be used to view the leaming from the 
perspective of the clients' needs. Knowles focuses on the education of adults. He feels 
adult learners differ from child learners. When teaching children, the teacher acts as an 
authority figure and the students are dependents. However, the adult leamer is an 
independent, self motivated individual and is actively involved in the teaching/leaming 
interaction (Knowles 1990). Therefore, Knowles' theory refers to the fact that when 
an adult feels there is a need for knowledge related to their role of coping in life, the 
adult will seek information. In this case, information which will benefit them in 
managing their illness becomes important (Duchin and Brown 1990). 
One characteristic of the adult leamer is that the adult has past life experiences which 
can serve as a resource. A second characteristic of the adult leamer is that the adult is 
commonly "goal orientated and usually motivated by necessity to immediately apply 
what is leamt" (Duchin and Brown 1990:257). Once a client accepts the fact that they 
have been diagnosed with diabetes, there is a need to manage different aspects of their 
disease in order to resume independence. "Without specific and direct client input, 
information programs will remain inadequate and incomplete" (Duchin and Brown 
1990:257). 
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2.5 NUTRITION EDUCATION NEEDS AND SPECIFIC CONTENT AREAS 
What do clients with diabetes want to know about nutrition? Is it the pathophysiology 
of diabetes, food metabolism, calories, theory of appropriate eating or the benefits of 
food? The list seems endless. 
A study carried out by Surwit et al (1982) based on chents' ability to manage their 
diabetes concluded that teaching pertinent information does not reflect in accurate use 
of knowledge. 
Duchin and Brown (1990) conducted a study where 50 patients and 50 staff nurses were 
selected to rate the importance (using a Likert-type scale) of 108 content items set by 
National Standards for Diabetes Patient Education Program. They concluded that 
general facts, psychosocial aspects and health care benefits ranked lower in importance. 
However, nutrition information was regarded as important. 
Greene et al. (1991) reported that physiological principles are not necessary for 
metabolic control. However, controversy is raised by Miltson (1989, cited ia Greene 
et al. 1991) who stated that for a person with diabetes to care effectively for themselves, 
they need to understand basic physiological principles regarding diabetes. 
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Sheehan and Skuza (1994) based on the DCCT indicated that macronutrient composition 
of food and general guidelines for nutrition management, at a practical level not at a 
theoretical level (for example, cooking demonstration and reading of food labels) should 
be incorporated in nutrition education for clients with diabetes. Binns and Caffin (1990) 
also supports the need for the reading of food labels due to the large range of foods 
being available and diet related diseases which require dietary changes. MacDonald 
(1995) recommends dietitians to include information on low glycaemic foods also at 
a practical level, so it can be applied on a day-to-day basis. 
Holli and Calabrese (1991) recommends dietitians to focus on positive information not 
negative information. It is suggested for dietitians to emphasis foods one can eat, not 
foods one should try and avoid. Using this approach in an education session may 
improve ones compliance as the message delivered is positive. 
Consequently, it is important that the educator and client agree upon the needs and 
outcomes expected. The above studies support the use of the perceived needs by the 
clients with diabetes so as to make recommendations conceming the nutrition content 
of an education program. 
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2.6 TEACHING STRATEGIES 
Education programs are being developed as a means of trying to improve diabetes self 
management. Education acts as a means of treatment for clients with diabetes. 
Teaching strategies used in nutrition education can make the difference between 
compliance ("where one individual behaves in accordance with directives supported by 
another individual's power" Seley 1993) and non-compliance. Therefore, teaching 
strategies used to deliver the information must be considered in order to make the 
program effective in achieving its aims and objectives. 
It has been reported that dietary non-adherence is often blamed on the client. However, 
McCulloch et al (1983) identifies inappropriate teaching strategies as a possible cause. 
In their study involving three different teaching methods were used. Practical lunchtime 
demonstrations and videotape education compared with conventional diet sheets 
instruction, lead to improvements in knowledge and compliance. Seley's (1993) and 
Hehir's (1993) findings were similar. However, based on patient education literature, 
Mazzuca et al. (1982, cited in Mazzuca et al. 1986) and Posavac (1980, cited in 
Mazzuca et al 1986) found that: 
1. Any education, regardless of which teachiag strategies are used (lectures, 
pamphlet, films) is more likely to improve adherence, compared to no education 
and 
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2. Not all types of teaching strategies are equal in effect. They found didactic 
methods compared to behavioural oriented patient education were 150-300 per 
cent less potent. 
These findings are also supported by Brown (1988). 
Another study by Funnel et al. (1992), based on a needs assessment sent to the members 
of the American Association of Diabetes Education, indicated that video tapes and slides 
were the most effective educationally. Books and audio tapes were the least effective. 
Despite the fact that numerous studies have been conducted on teaching strategies a 
great need for additional research remains. How well the patient can change and 
maintain a new pattem of behaviours will determine how successful the treatment of 
diabetes really is (Surwit et al. 1992). In order to achieve this, research is needed into 
the perceived needs of specific client populations with diabetes being targeted by 
nutrition programs, as "health-care professionals and clients must work together to find 
solutions to managing problems" (Anderson 1990:73). 
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There are various avenues clients with diabetes can access to find out about nutrition 
information. Small groups is an altemative to individual appointments with a dietitian. 
Small groups have been widely used in the area of education for clients with diabetes 
and discussed in literature by Rubin et al. (1993), Powell and Cheung (1990) and Brown 
and Hanis (1995). Small groups have been found to be cost and time effective. Also, 
small groups can be an efficient avenue for nutrition education especially if the nutrition 
education needs of the target population are identified (Funnell et al 1992). 
Nepean Hospital Diabetes Centre (part of Wentworth Area Health Service), conducted 
a study that evaluated the pre-existing system of clients with diabetes obtaining 
information. Individual appointment with a dietitian was rated 100 per cent by the 
respondents as the preferred source of obtaining information. Individual appointment 
with a dietitian was preferred compared to a group session. Then they were asked if 
they would prefer: 
1. A group session with diabetes educator and dietitian within one week or 
2. An individual appointment with educator in four weeks and individual 
appointment with dietitian in further two to four weeks. 
Group sessions were rated by 40 per cent of the respondents as a preferred source of 
obtaining information. An individual appointment with a dietitian was rated by 53 per 
cent of the respondents. Seven per cent had no preference. 
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The rating for group sessions changed. This change may be due to the decreased 
waiting time between education sessions. 
Group sessions were then held. Evaluation of group sessions showed that 72 per cent 
preferred group sessions compared to 28 per cent who preferred to wait for an individual 
appointment with dietitian. Thus, this study supports the affective use of group sessions 
as an avenue for clients to obtain information (Wentworth Area Health Service, 
Diabetes Service 1995). 
St George Hospital Diabetes Centre (part of South Eastem Area Health Service), runs 
a two hour session each week for seven weeks with reference to nutrition counselling 
for clients with diabetes. Results showed reductions in blood glucose levels and 
improvements in fat and fibre intake. Also, the Diabetes Education Centre has been 
able to increase the number of clients seen by 12 per cent by holding group sessions 
(The Diabetes Education Centre 1995). 
Wikblad (1991) results indicated that clients preferred group sessions to be on a 
continuous basis, not a one time event. Also, Brown and Hanis (1995) showed that an 
eight week program leads to significant improvements in blood sugar levels. 
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2.7 NEEDS ASSESSMENT 
The specific nutrition education needs of clients with diabetes needs to be assessed. We 
need to identify what the target population want to know about nutrition, preferred 
teaching strategies and be aware of sources of information available. It is vital to 
include clients with diabetes when planning educational programs. Client involvement 
will benefit them as they feel part of the treatment thus more likely to adhere. 
Adherence meaning "giving support or maintaining loyalty; a steady or faithful 
attachment" Seley (1993:388). 
A needs assessment is necessary for an education program to be successful in meeting 
the needs of the population (Task Force To Revise the National Standards 1995). In 
this study the target population is mainly from the Westem Sector of CSAHA. After 
speaking with several dietitians, including Concord Hospital previous needs assessments 
were not detected. Education sessions are based on pre-existing diabetes education 
programs, personal experience and interest of dietitians and the latest research on diet 
and diabetes. The importance of conducting a needs assessment is supported by 
McNabb et al (1994) who reports on state-of-the-art training for health care 
professionals. 
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2.8 DETERMINATION OF METHODOLOGY 
Previous studies have investigated teaching strategies in other hospitals. As diabetes 
populations vary, data obtained in previous studies may not be entirely ^plicable to the 
Western Sector of CSAHS. Qualitative data may therefore be useful to provide insights 
into the nutrition education needs, teaching strategies, appropriate terminology and 
clients level of concem in relation to diabetes. 
There are a number of qualitative methods available for collecting data. Some of these 
are: observation, individual discussions and group discussion (Hawe et al 1993). Focus 
group discussions have been found useful in seeking client feedback to improve services 
provided by the health care system (Fox 1993). Despite the benefits of focus group 
discussions, it was decided against using it for this study due to: 
1 : Inadequate time, and 
2: The researcher not being experienced in facilitating focus group discussions, thus 
being likely to limit the depth of discussion within the focus group. 
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It was considered that the most appropriate method for this study was a questionnaire. 
It is less time consuming than other methods. A high response rate could be expected 
as the questionnaire was to be distributed personally by the researcher to the clients in 
the waiting rooms before their clinic appointment. The results from the questionnaire 
would be quantitative and it is anticipated that these results can be generalised to the 
target population. Questionnaires have been used in previous studies (Duchin and 
Brown 1990 and Amold et al 1993). 
Questionnaires may be self administered or administered by interview (Hawe et al. 
1993). Self administered questionnaires are advantageous to use in the waiting room 
setting as the participant can fill in the questionnaire at their own pace. Also, less bias 
is present compared to a questionnaire administered by interview (Foddy 1994). 
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2.9 DEMOGRAPHICS - THE WESTERN SECTOR OF CSAHS 
When conducting research on a population it is important to gain an insight into the 
demographic characteristics of that population (Hawe et al 1993). 
CGRH is part of CSAHS. The Department of Nutrition and Dietetics at CRGH collects 
statistics of clientele make-up according to the distribution by post codes. A survey of 
a three month period (1/6/95 - 31/8/95), revealed that the majority (57 per cent) of the 
cHentele are from the Western sector of CSAHS (Ashfield, Burwood and Strathfield -
24 per cent. Concord - 17 per cent and Drummoyne - 16 per cent). The remaining (43 
per cent) of clientele are mainly from the Eastem Sector of CSAHS, North em and South 
Eastem Sydney Area Health Service. Refer to Appendix one for a map of the CSAHS. 
Population 
The total population of CSAHS is estimated at 321,194 according to the ABS (1993). 
There are approximately 152,000 people residing in the Westem Sector of CSAHS, that 
is, 47 per cent. 
Chapter Two: Review of Literature 20 
Age 
Fifteen per cent of the population is over 65 years. The percentage of aged people in 
this area is above the national and state average of 11 and 12 per cent respectively 
(ABS 1994). The Western Sector of CSAHS has a high proportion of the aged (65+) 
are in the 75+ age group (CSAHS June 1994). 
Ethnicity 
In the CSAHS a high percentage, 42 per cent of people are from non-English speaking 
backgrounds (NESB). This is significantly higher than the New South Wales state 
average of 18 per cent (ABS 1994). The languages most commonly spoken at home 
are Italian, Chinese languages, Greek and Arabic (CSAHS July 1995). 
2.10 QUESTIONNAIRE 
When conductmg research it is important to obtain quantitative information so it can be 
generalised to the population under investigation (May 1993). Questionnaires are useful 
tools as they provide quick data. It is a fairly inexpensive way of investigatmg the 
characteristics and beliefs of the population at large. 
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Studies which have investigated clients with diabetes with relation to teaching strategies, 
have used questionnaires as the primary tool for data collection. Dunkin and Brown 
(1990) and Arnold et al (1993) used questionnaires which were distributed in the 
waiting rooms where the clients with diabetes were attending. The questionnaire can 
be completed while waiting for the appointment. Thus, a high response rate would be 
expected. 
According to May (1993) self-completed questionnaires are advantageous. They are 
usually easy to compile and distribute. Greater anonymity and less bias can be achieved 
then if the questionnaire was administered by interview. Questionnaires provide an 
insight into the trends and the size of the sample can be kept within the resources 
available. 
Self-completed questionnaires can be disadvantageous in that the researcher can not 
control how the person interprets the questions. Hence questions need to be carefully 
designed and validated. 
Overall, the use of quantitative tool such as a questionnaire is a method considered to 
be valuable for collecting useful and meaningful data. 
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CHAPTER THREE 
METHOD 
Data on clients with diabetes at CRGH was obtaiaed using a self-completed 
questionnaire. Refer to appendix two for questionnaire. The questionnaire was 
developed from discussion with dietitians who work in the field of diabetes and a 
literature review. The questionnaire was distributed to clients with diabetes in the 
waiting room of the Department of Nutrition aad Dietetics and Clinic 10 (a Diabetes 
Cliaic) at CRGH. The steps involved in data collection can be summarised under the 
following headings: 
Permission to Conduct Survey at CRGH 
Questionnaire Development 
The Sample 
Distribution of Questionnaires 
Statistical Analysis 
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3.1 APPROVAL TO CONDUCT SURVEY AT CRGH 
CRGH was chosen as a similar needs assessment had not been conducted in the 
Department of Nutrition and Dietetics. The Department of Nutrition and Dietetics was 
approached and permission from the Department was obtained. 
Approval by CRGH Ethics Committee and the University of Wollongong Human 
Research Ethics Committee was obtained before starting this study. 
3.2 QUESTIONNAIRE DEVELOPMENT 
A thirteen item questionnaire was developed and based on information obtained from 
dietitians working in the field of diabetes and a literature review. To decrease the 
length of the questionnaire, some particulars were noted by the researcher. These 
particulars related to the clinic the respondents were attending, cultural background, 
whether an interpreter was required or whether someone helped them fill in the 
questionnaire. 
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The questionnaire contained three questions relating to demographic characteristics, three 
questions relating to history of diabetes, one question relating to nutrition education 
information (theoretical and practical) required to help improve diabetes management, 
one question relating to preferred teaching strategies, one question relating to particular 
foods and one question relating to preferred sources of obtaining information. Each of 
the questions required a number of responses. Possible responses were determined by 
discussions with dietitians working in this field and a literature review on diabetes 
nutrition education. Language was kept as simple and comprehensible as possible 
(words contained three syllables or less). This was done to ensure ease for the 
respondent in filling out the questionnaire and ensure the intended meaning of each 
question be obtained. This is supported by Foddy (1994) as the relative difficulty of 
words have been found to affect the answer chosen. 
The format of the questionnaire was tick the box for questions one to question six and 
questions 10 to 13. Questions seven, eight and nine: a three point ranking scale was 
used. This ranking procedure provides basic information about the perceived 
significance of the particular item, as only three categories were used. It was discussed 
by Foddy (1994) that with the use of more than three categories, the researcher is unable 
to properly interpret and compare respondents' answers. The researcher can not be sure 
that the same answers from different respondents are interpreted the same way, for 
example, "Extremely Agree", "Strongly Agree", "Really Agree" and "Agree". 
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There is no guarantee that "Really Agree" by one respondent is not as strong as 
"Strongly Agree" by other respondents. Also, the topic was clearly defined, a filter 
response option of "Not Sure" and a neutral category was included. An initial 
instruction was also given to increase the probability that respondents gave a personal 
answer to each particular. Foddy (1994) suggests to include a "Not Sure", a neutral 
category and an initial instruction in order to improve the interpretation of the rating 
scale. 
To improve the reliability and validity of the questionnaire, a literature review was 
carried out and extensive discussions were held with dietitians working in the area of 
diabetes. The questionnaire was pre-tested by ten dietitians and ten clients with 
diabetes. To ensure the validity of the questionnaire, it was distributed to dietitians. 
They were then asked to give suggestions on how the questionnaire could be improved 
and also to check face, content and construct validity. Minor changes were then made 
to the questionnaire in order to improve the content and construct validity. The 
questionnaire was then trialled with ten clients with diabetes. They were separately 
asked by the researcher what they thought each of the questions meant. Changes were 
then made to further improve face validity. 
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After making these appropriate modifications the reliability of the questionnaire was 
determined by distributing the questionnaire twice to the same ten individuals with 
diabetes. There was a one week time lapse between each distribution as recommended 
by Cockbum and DeLuise (1992). 
Variance of five per cent in responses occurred between the first and second trial. It 
was concluded that the questionnaire was reliable for administration to clients with 
diabetes at CRGH. 
3.3 THE SAMPLE 
To ensure that data from a wide cross section of clients with diabetes was obtained, 
clients were interviewed over a four week period in two different clinics, the 
Department of Nutrition and Dietetics Clinic and Clinic 10. Due to non attendance of 
some of the booked appointments and time constraints, a total of forty-five clients with 
diabetes participated in this research project. 
An overall profile of the desired sample to be obtained from CGRH is shown below: 
• Male clients with diabetes 
• Female clients with diabetes 
Clients aged from 18 and older 
• Clients varied in cultural background 
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3.4 DISTRIBUTION OF QUESTIONNAIRE 
Questionnaires were distributed by the researcher to the clients with diabetes. Hie 
clients then filled in the questionnaire and it was later collected by the researcher. This 
was carried out in the waiting rooms of the Department of Nutrition and Dietetics and 
Clinic 10 at CRGH. 
All the clients with diabetes who had an appointment with the dietitian during the four 
week period were approached. The researcher introduced herself, firstly explained the 
purpose of the questionnaire and invited the client to participate. If the client agreed 
to participate, the researcher then gave the participant an information consent form. 
Refer to Appendix three for the information/consent form. This information/consent 
form introduced the researcher and explained the purpose of the questionnaire and 
including assurance of confidentiality, which is a requirement when conducting a study 
which involves people (Sobal 1992). This was reinforced by the researcher before the 
commencement of the interview by explaining to the participant that no personal 
identification was involved, that they were free to discontinue the survey at any time 
and that all information given would remain confidential. The researcher briefly 
explained the format of the questionnaire and then the participant completed the 
questionnaire, which took approximately eight minutes. 
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After the questionnaire was completed, the researcher collected the questionnaire. The 
participant was thanked and given an information pack containing recipes, recommended 
list of cook books for people with diabetes and some lollies suitable for people with 
diabetes. 
3.5 STATISTICAL ANALYSIS 
The Statistical Package for Social Sciences (SPSS) was used for analysing the data 
collected. 
Data entry into the computer was cross-checked by a person who was independent of 
the research project (A. Smith). 
All comparisons between groups were carried out using a chi-square test and results 
were classed as significant if the P value was less than 0.05 (Norusis 1993). 
Chapter Three: Method. 29 
CHAPTER FOUR 
RESULTS 
RESPONSE RATE 
Forty six surveys were distributed and 45 were actually completed by clients with 
diabetes. This represented a response rate of 98 per cent. All of 45 questionnaires were 
used as each questionnaire was checked to ensure that it was completed. Thus, a total 
of 45 questionnaires were used for data analysis (n=45). The majority of questionnaires 
(30) were from the Department of Nutrition and Dietetics and the remainder (15) were 
from Clinic 10. 
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DEMOGRAPHIC CHARACTERISTICS 
Table 4.1 Characteristics of Sample: Gender, Age, Education, Cultural 
Background, Interpreter Service Required, Assistance Required. 
CHARACTERISTIC PERCENTAGE 
(n=45) 
PERCENTAGE 
OF GENERAL 
POPULATION 
WESTERN 
SECTOR OF 
CSAHS 
Gender 
Males 
Female 
49 
51 
52 
48 
Age in Years 
18 - 33 
34 - 49 
50 - 65 
Greater than 65 
4 
9 
36 
51 
33 
21 
30 
16 
Education Level 
Primary 
High School - Up to Year 10 
High School - Up to Year 12 HSC 
TAFE/Trade/Apprenticeship 
University 
Other 
24 
38 
9 
18 
9 
2 
30 
24 
18 
21 
5 
2 
Cultural Background 
Australian 
Italian 
Greek 
Polish 
Lebanese 
Other 
38 
38 
7 
2 
4 
11 
58 
12 
2 
included as other 
3 
25 
Need for Interoreter Service 
Yes 
No 
9 
91 
Reauired Assistance in filling out 
Questionnaire 
Yes 
No 
27 
73 
-
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There were twice as many respondents from the Department of Nutrition and Dietetics 
compared to Clinic 10. This is so as the Department of Nutrition and Dietetics runs 
four days per week compared to Clinic 10 which runs one day per week. Details of the 
characteristics of the sample are given in Table 4.1. 
The figures for the general population are based on the Westem Sector of CSAHS as 
the majority of clients that require the services provided by the Department of Dietetics 
are from this sector. The extent to which the information gained from the sample m this 
study could be generalised to the entire population of the Westem Sector of CSAHS is 
unknown. However, it is anticipated that the information gathered can be generalised 
to those who usually attend the Department of Nutrition and Dietetics for diabetes. 
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DIABETES HISTORY 
Figure 4.1: Period of Time with Diabetes 
(n=45) 
• < 3 Months 
Months ife < 1 Year 
i] 1 - 10 Years 
i i> 10 Years 
• Don't Know 
Period of Time with Diabetes 
The period of time that the respondent had diabetes varied and is shown in Figure 4.1. 
The majority of the respondents in the sample have had diabetes between one and ten 
years. 
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Figure 4.2: Treatment of Diabetes 
(n = 45) 
9% 
20% 
25% 
44% 
2% 
H Diet & Insulin 
• Diet & Insulin & Tablets 
^ Diet «& Tablets 
• Diet Alone 
g Don't Know 
Methods of treatment of diabetes also varied and is shown in Figure 4.2. The majority 
of the respondents, 44 per cent treat their diabetes using "diet and tablets." 
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EDUCATION SESSION WITH A DIETITIAN 
Figure 4.3: Period of Time Since Last Education Session with a Dietitian 
(n = 30 ) 
m<12 Months 
^ 1 - 5 Years 
U 6 - 10 Years 
• >10 Years 
Sixty seven per cent of the respondents have been to an education session with a 
dietitian. Twenty nine per cent have not been to an education session with a dietitian 
and four per cent were not sure. Of the 67 per cent who have been to an education 
session with a dietitian, 52 per cent have visited a dietitian regarding their diabetes 
management within the last twelve months. The period of time since last education 
session with a dietitian is shown in Figure 4.3. 
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NUTRITION EDUCATION INFORMATION TO HELP MANAGE DIABETES 
Table 4.2: Practical Nutrition Education Information Wanted by the 
Respondents 
NUTRITION EDUCATION 
INFORMATION 
PERCENTAGE (n = 45) 
Not 
Important 
to Know 
Helpful to 
l6iow 
Must 
Know 
Not 
Sure 
Whether to eat foods 
containing sugar 
2 16 80 2 
How to manage "Hypos" 
(low sugar attack) 
11 11 71 7 
Which foods should I try to 
avoid 
5 24 69 2 
How to manage a sick day 9 16 62 13 
How to cook for a person 
with diabetes 
18 27 51 4 
Which foods should I eat 5 44 49 2 
How to lose weight 29 24 38 9 
How to read food labels 22 36 36 6 
How many meals and snacks 
should I eat in a day 
24 45 31 0 
How to lower my 
cholesterol/triglycerides 
36 29 24 11 
What to eat at a restaurant or 
as take away food 
45 29 22 4 
What do I eat if I want to 
play sport/ exercise 
27 46 18 9 
How to gain weight 67 13 13 7 
For ease of interpretation Table 4.2 has been arranged in descending order based on the 
values in the "Must Know" category. The highest response for each category is 
highlighted. This table indicates that most of the respondents in the sample "Must 
Know", "whether to eat foods containing sugar" (80 per cent) followed by "how to 
manage hypos" (71 per cent) and " which foods to avoid" (69 per cent). 
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Table 4.3: Theoretical Nutrition Education Information Wanted by the 
Respondents 
NUTRITION EDUCATION 
INFORMATION 
PERCENTAGE (n = 45) 
Not 
important 
to Know 
Helpful to 
Know 
Must 
Know 
Not 
Sure 
The energy (calorie) content 
of foods 
40 27 20 13 
What are carbohydrates, 
proteins and fats 
38 13 38 11 
What is Glycaemic Index 34 31 13 22 
What is a carbohydrate 
exchange or portion 
16 20 53 11 
The benefits of a low fat diet 13 44 39 4 
The benefits of fibre in food 7 49 33 11 
For ease of interpretation Table 4.3 has been arranged in descending order based on the 
response rate in the "Not Important to Know" category. The highest response for each 
category is highlighted. This table indicates that 53 per cent of the respondents in the 
sample, "Must Know", "what is a carbohydrate exchange or portion." 
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Table 4.4: Average Percentage of Practical and Theoretical Nutrition Education 
Information Wanted by the Respondents 
TYPE OF 
NUTRillON 
EDUCATION 
INFORMATION 
AVERAGE PERCENTAGE (n = 45) 
Not Important 
to Know 
Helpful to 
Know 
Must Know Not Sure 
Practical 
Information 
23 28 43 6 
Theoretical 
Information 
25 31 32 12 
Table 4.4 shows the average percent of practical and theoretical nutrition education 
information wanted by the respondents. A higher percentage of respondents rated 
practical nutrition information as "Must Know" compared to theoretical nutrition 
information as "Must Know". 
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TEACHING STRATEGIES 
Table 4.5: Methods For Presentation of Information 
TEACHING STRATEGIES PERCENTAGE (n = 45) 
Like Most O.K. Don't 
Like 
Not 
Sure 
General discussion 56 36 4 4 
General advice for eating -
mainly pictures 
38 36 18 8 
A written Meal Plan designed 
for me by a dietitian 
38 51 11 0 
Pictures - eg photos/posters 38 37 13 12 
General advice for eating -
written 
36 51 11 2 
A Meal Plan designed for me 
by a dietitian with mainly 
pictures 
31 44 18 7 
Video 16 38 31 15 
Slides 2 31 45 22 
Cooking demonstration 20 24 45 11 
Supermarket tour (to look at 
food labels) 
11 31 49 9 
Eat out with a group and 
discussing food choices 
13 22 52 13 
Lecture 7 22 62 9 
For ease of interpretation Table 4.5 has been arranged in descending order for the top 
five responses according to "Like Most" and ascending order for five responses according 
to "Don't Like" value. The highest rate of response is highlighted. From the above it 
is indicated that the least liked method of presenting information, is "lecture" style (62 
per cent) and the liked most method of presenting information is "general discussion" (56 
per cent). 
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DIABETES MANAGEMENT AND KNOWLEDGE OF PARTICULAR FOODS 
Table 4.6: Information about Particular Foods 
PARTICULAR FOOD PERCENTAGE (n = 45) 
Not 
Important 
to Know 
Helpful to 
KJIOW 
Must 
Know 
Milk 2 27 71 
Cheese 4 32 64 
Biscuits 5 32 63 
Cakes/Lollies/Chocolates 7 36 57 
Vegetables 0 58 42 
Fruit 0 58 42 
Bread 4 56 40 
Meat 20 51 29 
Ice-cream 26 44 30 
Egg 36 40 24 
Butter/Margarine/ Oil 41 32 27 
Alcohol 45 22 33 
Table 4.6 has been arranged in descending order for the top four values based on 
the "Must Know" category and then ascending order for the bottom four responses 
for the "Not Important to Know" category. The highest response rate for each 
category is highlighted. As the "Not Sure" category recieveed a low rating it was 
not included in this question. It can be seen from Table 4.6 that 71 per cent of the 
respondents of the sample "Must Know" about "milk" followed by 64 per cent 
about "cheese". "Biscuits" and "cakes/lollies/chocolates" received a rating of "Must 
Know" by 63 per cent and 57 per cent of the respondents respectively. 
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PREFERRED SOURCE OF OBTAINE^G INFORMATION 
Figure 4.4: Preferred Sources of Obtaining Information about Managing 
Diabetes (n = 45) 
Sources of Information 
• Local Doctor 
M Only Telephone 
Discussion >\ith a 
Dietitian 
U Individual Appointment 
Wth a Dietitian 
H SmaD Groups 
Not at AU 
As presented in Figure 4.4, 36 per cent of the respondents would prefer to obtain 
information about managing their diabetes through their "local doctor", 33 per cent 
wanting "an individual appointment with a dietitian" followed by 27 per cent 
wanting "small groups". In contirast, the least popular source of obtaining 
information is "only a telephone discussion with a dietitian". 
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SMALL GROUPS 
Figure 4.5: Organisation of Small Groups 
(n = 12) 
8% 
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67% 
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• Other 
Twenty Seven per cent preferred "small groups" as a source of obtaining 
information about managing diabetes. Figure 4.5 shows that 67 per cent of these 
would like the group to be organised for one day only. 
92 per cent would like the small group to be held "during the week" and 75 per 
cent would prefer the session to be held in the "moming". 
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DIFFERENCES BETWEEN MALES AND FEMALES 
Whether a significant difference existed between males and females in a number of 
areas was investigated. The areas included: nutrition information about diabetes, 
preferred teaching strategies, information referring to particular foods and preferred 
sources of obtaining information. 
Employing a chi-square test for equality of proportions yielded a P value of greater 
than 0.05. Thus, no significant difference exists between males and females in areas 
of: specific nutrition information including knowledge about particular foods and 
preferred sources of obtaining information. 
However, a significant difference did exist between males and females with relation 
to preferred teaching strategies. Out of 12 teaching strategies, a significant 
difference existed in three of these methods, preferred by females not males. The 
three methods were: "cooking demonstration", "supermarket tour (to look at food 
labels)" and "eating out with a group and discussing food choices". Each teaching 
strategy will be now discussed. Note, no significant difference existed with relation 
to teaching strategies preferred by males compared to females. There were no clear 
preferences expressed by males for teaching strategies. 
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PREFERRED TEACHING STRATEGIES 
Figure 4.6: Cooking Demonstration 
(n = 45) 
0 
(U 
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Cooking Demonstration 
The preference of a "cooking demonstration" as a teaching strategy between males 
and females is visually expressed in Figure 4.6 as the number of clients. ITiis has 
been done to make the data easier to interpret as comparisons are made. The "Like 
Most", "O.K" and "Don't Like" responses all contribute to the significant difference 
existing between males and females (p < 0.05). 
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Figure 4.7: Supermarket Tour (to look at food labels) 
(n = 45) 
• Males 
^Female 
like O.K Don't Not 
Most Like Sure 
Supermaiket Tour 
(To Look at Food Labels) 
It can be seen in Figure 4.7, that differences between females and males are present. 
No males chose "Like Most" compared to five females. The "Like Most", "O.K" 
and "Don't Like" responses all contribute to the significant difference existing 
between males and females with relation to "supermarket tour" as a preferred 
teaching strategy (p < 0.05). 
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Figure 4.8: Eating Out with a Group and Discussing Food Choices 
(n = 45) 
42 
u 
B 
• Males 
^ Females 
Eating Out with a Group of People and 
Discussing Food Choices 
Figure 4.8 indicates a difference between females and males exists. The "Like 
Most", "O.K" and "Don't Like" responses all contribute to the significant difference 
existing between males and females with relation to "eating out with a group and 
discussing food choices" (p < 0.05). 
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DIFFERENCES BETWEEN AGE GROUPS 
To determine whether a significant difference exists between specific age groups 
with relation to nutrition information about diabetes, preferred teaching strategies, 
information referring to particular foods and preferred leaming methods, a chi-
square test was employed. However, although a P value less than 0.05 resulted in 
two out of the 19 nutrition information areas and one out of 12 teaching strategies, 
it could have resulted due to a large number of responses in the greater than 65 
years of age category (23 responses) compared to the other age groups: 18-33 years 
of age = two responses, 34-49 years of age = four responses, 50-65 years of age = 
16 responses. 
It was therefore decided that the age groups would be collapsed into two groups 
instead of five. The two age groups, 18-65 years of age and over 65 years of age, 
were investigated to note whether a significant difference exists between the two 
age groups. The groups were divided this way as 15 per cent of the CSAHS is 
over 65 years of age. There was no significant difference between the two age 
groups (p > 0.05). 
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DIFFERENCES BETWEEN EDUCATION LEVELS 
A chi-square test was employed to determine if the perceived needs of nutrition 
information, information about particular foods and preferred teaching strategies are 
influenced by the level of education. 
Again, because of the observed frequency was small in certain cells of the 
frequency table, it was decided to collapse the five groups of education levels to 
two groups, to note whether a significant difference exists. The two education 
groups were collapsed from: "primary", "high school - Yr 10", "high school - Yr 
12", "TAFE" and "university" to primary/secondary and tertiary. The education 
levels were divided in this manner to note if a significant difference exists between 
primary/secondary and tertiary education levels. No significant difference was 
found between primary/secondary and tertiary education, with relation to: perceived 
needs of nutrition information, information about particular foods and preferred 
teaching strategies (p > 0.05). 
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DIFFERENCES BETWEEN CULTURAL BACKGROUNDS 
A chi-square test was employed in the areas of preferred teaching strategies, 
information about particular foods and preferred sources of obtaining information 
about managing diabetes, to determine whether a significant difference exists 
between cultural backgrounds. 
A P value less than 0.05 resulted in the area of teaching strategies - "General 
Advice for Eating - Written". However, the frequency in certain cells were small 
and many were empty, which may have caused the significant difference to exist. 
Therefore, it was decided to collapse the six groups to two groups. The two 
cultural background groups were collapsed from: "Australian", "Italian", "Greek", 
"Polish", "Lebanese", and "Other" to Australian and non-English speaking 
background. 
There was no significant difference in the areas of preferred teaching strategies, 
needs for information about particular foods or preferred sources of obtaining 
information about managing diabetes with the collapsed data (p > 0.05). 
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DIFFERENCES BETWEEN THOSE WHO DJD / DID NOT REQUIRE AN 
INTERPRETER AND PREFERRED TEACHING STRATEGIES. 
When employing a chi-square test, the four teaching strategies yielded a P value 
less than 0.05 which indicated a significant difference existing. The observed 
frequency was small in the frequency table, as only four respondents required an 
interpreter compared to 41 who did not require an interpreter. Thus, the P value 
less than 0.05 could have resulted due to the small number of respondents requiring 
an interpreter. 
The results from this analysis confirms the findings in Table 4.5 - Methods for 
Presentation of Information. "Lecture" style and "supermarket tour" as a means of 
presenting information were least liked. "General discussion" and "general advice 
for eating - written", were rated in the top five as "Liked Most" for preferred 
teaching strategies. 
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DIFFERENCES BETWEEN THOSE WHO HAVE / HAVE NOT BEEN TO 
AN EDUCATION SESSION WITH A DIETITIAN AND PREFERRED 
SOURCE OF INFORMATION 
No significant difference existed between those who have / have not been to an 
education session with a dietitian with relation to preferred sources of obtaining 
information. 
DIFFERENCES BETWEEN THE PERIOD OF TIME WITH DIABETES AND 
NUTRITION INFORMATION 
Again, as the sample size was small in certain categories, many cells in the frequency 
table were empty. Thus, it was decided to collapse the data from five categories ("< 3 
months", "> or equal to 3 months and less than 1 year", "1-10 years", "greater than 10 
years" and "don't know") to two categories. The two categories were: less than three 
months to one year and one to 10 years. These categories were decided on in order to 
note whether a difference exists after having known about diabetes for one year. The 
P value of less than 0.05 resulted in three aspects of nutrition information and thus 
indicates a significant difference existing. 
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Table 4.7: Period of Time with Diabetes and Nutrition Information 
Nutrition Information Number of Clients 
and Period of Time with (n = 45) 
Diabetes 
Not Helpful Must Not P 
Important to Know Know Sure Value 
to Know 
How to Lower My 
Cholesterol/Trifflvcerides 
Less than 1 year (n=16) 7 4 3 2 0.02338 
Greater than 1 year (n=29) 25 1 2 1 
What to eat if I want to 
Play Snort/Exercise 
Less than 1 year (n=16) 8 5 0 3 0.00052 
Greater than 1 year (n=29) 9 1 17 2 
What is Glvcaemic Index 
Less than 1 year (n=16) 3 10 1 2 0.00027 
Greater than 1 year (n=29) 6 2 17 4 
Table 4.7 shows the number of respondents and how they rated the importance of three 
areas covered in the nutrition information section. A significant difference exists in 
these aspects of nutrition information and the period of time with diabetes being less 
than one year and greater than one year (p < 0.05). Thus, the period of time with 
diabetes affects the perceived need for information about these areas. 
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CHAPTER FIVE 
DISCUSSION 
There was no detection of any nutrition information collected about the clients with 
diabetes nutrition education needs in the Western Sector of CSAHS, at CRGH. A needs 
assessment has not previously been conducted at CRGH in the area of specific nutrition 
content, preferred teaching strategies and preferred sources of obtaining information for 
clients with diabetes. The aim of this project was therefore to obtain some base line 
data on the nutrition education needs and preferred teaching strategies for clients with 
diabetes. 
Dietitians were contacted so to gain further insight into the areas of specific nutrition 
content, teaching strategies and sources of obtaining information for the management 
of diabetes. The findings were noted, organised and refined into a logical and simplistic 
questionnaire by the researcher's personal experiences and dietitians who have been 
working in the field of diabetes for a number of years. 
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The use of focus group discussions held with a sample from the target population in 
the development of the questionnaire would have been beneficial. However, as the 
researcher is inexperienced in conducting focus group discussions and had limited time 
available, it was not feasible for this situation. However, unlike the study by Fox 
(1993) the use of focus group discussion is highly recommended for the determination 
of content for a program as it is a cost effective method and generates client feedback. 
Questionnaires were distributed by the researcher within the waiting rooms of the 
Department of Nutrition and Dietetics and Clinic 10. Amold et al (1993) and Duchin 
and Brown (1990), used the clinic site to distribute questionnaires. Their response rates 
were 88 per cent and 89 per cent, respectively. This method was also found to be 
highly successful in this study. This is reflected in the response rate of 98 per cent, or 
45 participating clients with diabetes. The response rate is higher than that obtained by 
a mailed out questionnaire which usually has a response rate of approximately 40 per 
cent (May 1993). This suggests that self-completed questionnaires, distributed at the 
clinic site may be more appropriate in obtaining a high response rate for this study. 
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In the development of the questionnaire other dietetic departments were contacted to 
investigate possible areas which may be included as part of this study. No previous 
needs assessment were detected. Due to limited time and resources available, education 
programs which are operating for clients with diabetes are based on existing programs, 
the dietitians' personal experience and interests and the latest findings about diet and 
diabetes. No needs assessment had been carried out to determine the specific nutrition 
content to include in an education program. The clients were not involved. Their needs 
were not considered. Thus, what is taught as part of a nutrition education program for 
the clients with diabetes, may not reflect what their clientele feel they "Must Know" to 
help them manage their diabetes. This in itself might result in inefficient use of 
resources. Wikblad (1991) found that what the health professionals thought to be 
important for their clients to know to help them manage diabetes were not rated equally 
by clients with diabetes. Thus, their perceived needs were not being met. Results 
showed that information they received was not always applicable m their daily self-care. 
This study indicates that clients with diabetes attending CRGH feel that practical 
information compared to theoretical information is more important to know. Based on 
the average of the responses in the "Must Know" category, practical information was 
rated by 43 per cent of the respondents as "Must Know" compared to 32 per cent for 
theoretical information. 
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The average percentages for the "Not Important to Know", "Helpful to Know" and "Not 
Sure" for practical and theoretical information is found in Table 4.4. The breakdown 
of percentages for the rating of each category of specific practical and theoretical 
nutrition information can be found in Table 4.2 and Table 4.3 respectively. These 
findings reflect those found by Wikblad (1991), Dunkin and Brown (1990) and Greene 
(1991). All three studies emphasise that traditional education programs that focus on 
technical theoretical information as required knowledge are not sufficient in enabling 
clients to improve in their management of diabetes. 
From this study specific nutrition information wanted to be known by clients with 
diabetes was determined. Specific areas of practical information will be discussed first 
followed by theoretical information. 
Eighty per cent of clients rated "whether to eat foods containing sugar" as "Must 
Know". This high percentage may reflect the traditional fact that diabetes is associated 
with sugar. 
Finding out about "foods to avoid" was rated by 69 per cent as "Must Know" compared 
to 49 per cent who rated "which foods should I eat" as "Must Know". This finding 
contradicts what is recommended for successful counselling by Holli and Calabrese 
(1991). 
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They recommend positive messages to be discussed, that is, all the foods one should try 
and avoid should not be emphasised but all the foods one can eat should be. "How to 
manage hypos", "how to manage a sick day" and "how to cook for a person with 
diabetes" were in the top five responses rated by 71, 62 and 51 per cent of the sample 
respectively. All of these components require knowledge, but the information must be 
apphcable in practical situations. This support literature previously discussed with 
regards to practical information being more important compared to the theoretical 
information. 
How to lose weight was almost evenly rated in each category "Not Important to Know", 
"Helpful to Know" and "Must Know" (29, 24 and 38 per cent respectively). How to 
gain weight was rated by 29 per cent as "Not Important to Know". The ratmg by the 
sample with reference to weight management, can be explained by the notes made by 
the researcher's perception of whether the participants were overweight or not. 
Approximately 27 per cent were classed as an acceptable weight. Thus, 29 per cent 
viewed weight gain as "Not important to know" and 27 per cent were classed as an 
acceptable weight by the researcher. This finding supports the conclusions made by 
Dunkin and Brown (1991) that clients are able to determine nutrition content for a 
program. 
Chapter Rve: Discussion 57 
Food labels was not rated highly as "Must Know" but combining "Must Know" and 
"Helpful to Know" reflects that reading of food labels is required to help in the 
management of diabetes. This can be supported by the fact that there are so many food 
products on the market and health claims made on products, that selecting products is 
no longer easy (Binns and Caffin 1990). Sheehan and Skuza (1994), also make 
reference to the importance for application to practical situations, such as label readmg 
as it may help clients to improve in their management of diabetes. Finding out "how 
many meals and snacks to be eaten in a day" was rated highest in the "Helpful to 
Know" by 45 per cent. 
"How to lower my cholesterol/triglycerides" and "what to eat at a restaurant or as take 
away food", were rated by the respondents as "Not Important to Know", (29 per cent 
and 45 per cent respectively). The response rate for "how to lower my 
cholesterol/triglycerides" may be due to the lack of knowledge (the respondents not 
being aware) of its significance and increased risk associated with diabetes. This area 
rated second as "Not Sure" by 11 per cent of the respondents. This finding contradicts 
the conclusions made by Duchin and Brown (1990). This area requires further 
investigation. 
"What do I eat if I want to play sport/exercise" was rated by 46 per cent in the "Helpful 
to Know" category. Exercise is highly recommended for all people and is promoted on 
a regular basis. The rating for "Helpful to Know" may be due to the awareness of the 
benefits of exercise. This is important considering the benefits of exercise on overall 
health: 
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On average, theoretical information was rated lower in the "Must Know" category in 
comparison to practical information (32 and 43 per cent respectively). "What is a 
carbohydrate exchange or portion" as the only aspect of theoretical information which 
rated over 50 per cent (53 per cent) in the "Must Know" category. This high ratmg 
could be due to exchanges/portion being associated with diabetes for many years. 
Compared to the latest research by Macdonald (1995), recommends including glycaemic 
index for dietary management. However, only 13 per cent rated it as "Must Know" in 
this study. This low rating of "Must Know" may be explained by the "Not Sure" 
category rating highest (22 per cent) compared to the other theoretical information. 
Glycaemia index is only a new concept (Macdonald 1995) aad this could explain the 
poor rating for "Must Know". 
Energy content and macronutrients (carbohydrate, protein and fats) were rated highly in 
the "Not Important to Know" (40 per cent and 38 per cent respectively). This is in line 
with Sheehan and Skuza (1994) with relation to information about macronutrients being 
included at a practical level not at a theoretical level, to help clients in the management 
of diabetes. 
"The benefits of a low fat diet" and "the benefits of fibre in foods" were rated highest 
in the "Helpful to Know" category (44 and 49 per cent, respectively). This rating is 
most likely due to increased promotion of low fat and a high fibre diet being associated 
with good and improved health by health professionals (Franz et al. 1994). 
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The five most preferred teaching strategies in this study were informal. They were: 
"general discussion", "general advice for eating - mainly pictures", "a written meal plan 
designed by a dietitian" based on individual needs, "pictures" and "general advice for 
eatmg - written" (56, 38, 38, 38 and 36 per cent respectively). The use of mformal 
teaching strategies is supported by Hehir (1993), McCulloch et al. (1992) and Funnel 
et al. as most affective in achieving goals. 
"General advice for eating" had two options, that is, written or pictures. These options 
were included as 42 per cent of people in the CSAHS are from non-English speaking 
backgrounds (CSAHS July 1995). 
McCulloch et al (1983) concluded that to visualise what is being taught has been found 
to be beneficial in dietary management. Seley's (1993) findings were similar. Patients 
found it easier to understand concepts with the use of visual aids. This supports the 
rating of "pictures" as a preferred teaching strategy in this study. 
The study by Seley (1990) showed that only 33 per cent of participants used written diet 
sheets, thus were not recommended. This is not in line with the finding of this study. 
However, "a written meal plan designed for me by a dietitian" was rated in the top five 
responses as "Like Most" in this study. Tliis may be due to the fact that the option "a 
written plan designed for me by a dietitian" was based on client involvement, the 
perceived needs of the client being met, unlike the written diet sheet used and referred 
to by Seley (1993). 
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"Lecture" style was rated by 67 per cent of the respondents as "Don't Like". This is 
supported by Mazzaca et al. (1986) and Hehir (1993), who found that lecture style was 
not a recommended teaching strategy due to no significant improvement in glycaemic 
control. 
The results from this study indicate that the use of "video tapes" (rated by 31 per cent 
of the respondents as "Don't Like"), "slides" and "cooking demonstrations" (rated 
equally in the "Don't Like" category by 45 per cent) and "supermarket tours" (rated by 
49 per cent of the respondents as "Don't Like") are not preferred teaching strategies. 
However, these results contradict findings in literature. McCulloch et al (1983) found 
that practical food demonstration and video tapes may have a major influence on the 
improvement of dietary knowledge, compliance and metabolic control. Thus, the use 
of these methods as teaching strategies were recommended. Slides and video tapes were 
used as an education strategy by Funnell (1992) and were also found to be most 
effective educationally. Supermarket tours are commonly used today as a teaching 
strategy and is recommended by Sheehan and Skuza (1994). 
The category "Not Sure" were rated highest for "video tapes" and "slides" as teaching 
strategies compared to the other teaching strategies (15 and 22 per cent, respectively). 
Thus, videos/slides could be more acceptable if used as a trigger for part of general 
discussion. 
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The researcher is not aware of any studies that looked at particular foods that clients 
with diabetes felt they must know about or not know about in order to help them 
manage their diabetes. However, this area was considered important to investigate as 
there may be a trend about particular foods. Particular foods were classed more 
important to know about than others. "Milk" and "cheese" were rated the highest in the 
"Must Know" category (71 per cent and 64 per cent respectively). This finding can not 
be explained. However, these ratings do not reflect in the rating of "how to lower 
cholesterol/triglycerides" being 36 per cent for the category "Not Important to Know". 
"Biscuits" and "cakes/lollies/chocolates" were rated next (63 per cent and 57 per cent 
respectively). This is in line with the findings of this study as these products contain 
sugar. The category "whether to eat foods containing sugar" was rated by 80 per cent 
of the sample as "Must Know". Thus, clients need clarification in this area. 
Vegetables, fruit and bread were rated highest in the "Helpful to Know" (58, 58, 56 per 
cent respectively). 
In comparison to "milk, cheese, biscuits, cakes/lollies/chocolates, vegetables, fruit and 
bread", "meat, ice-cream, egg, butter/margarine/oil and alcohol" were rated higher by 
the respondents in the "Not Important to Know" category. A category "other" was 
included and the foods that were listed in this section related to cultural backgrounds, 
for example, tabouli, rice, pasta and noodles. Also cereals were highlighted. This may 
be due to the extensive range of cereals available on the market, thus making it 
confusing for the average consumer. 
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A variety of sources for obtaining information on management of diabetes were 
considered as acceptable options by the sample group. These were: "local 
practitioners", "an individual appointment with a dietitian" and "small groups". 
"Local doctors" were rated by 36 per cent as an acceptable avenue for obtaining 
information about managing diabetes. This finding reflects the report by CSAHS (June 
1994) that raises the issue of local practitioners playing a central role in primary health 
care of the aged in the Western Sector of CSAHS. They are the main source of 
diagnosis, management and advice for the range of medical problems and concems that 
people face, especially as they age. A study by Wikblad (1991) interviewed cHents 
with diabetes and the aim of the study was to evaluate the Diabetes Care Team which 
includes physicians. Findings showed clients were not happy as some of the advice 
given was impractical. Some information was not always applicable to their daily care. 
An individual appointment with a dietitian followed as the next acceptable option by 33 
per cent of the respondents. "Small groups" was also an acceptable option by which 27 
per cent of the sample preferred to leam about managing diabetes. This is supported 
by Brown and Hanis (1995) who found small groups not only are of particular benefit 
but also an enjoyable avenue for obtaining information to help clients in the 
management of diabetes. Also, studies by Powell and Cheung (1990:221) concluded 
that: 
"group-based diet education was just as effective at improving aspects of dietary 
" behaviour as that expected from individual diet education." 
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The majority, 67 per cent of the respondents in this study preferred the format of the 
small group to be "one day only". Seventeen per cent of the respondents preferred "one 
day per week for three weeks", eight per cent of the respondents preferred "three days 
in a row" and eight per cent being other, "once a month". This finding is not in line 
with literature dealing with the format of small groups. A study by Wikblad (1991) 
showed that clients want group session education to be a continuous process not a one 
occasion format. Clients at CGRH preferred the small group to be held during the week 
(92 per cent) as opposed to weekend, and in the moming (75 per cent) was the preferred 
time of day. 
"Only telephone discussion with a dietitian" was not an acceptable avenue for obtaining 
information as it was rated be only two per cent of the respondents. Two per cent also 
rated the "Not Important to Know" category. Only four categories were listed as options 
for sources of information to obtain. Other categories such as the media, radio could 
have been included in this question. 
A significant difference was found in some areas dealing with preferred teaching 
strategies. "Cooking demonstrations", "supermarket tour" and "eating out with a group 
and discussing food choices" were preferred methods by females in comparison to males 
as a teaching strategy. This finding could be a reflection of societies traditional role of 
women. There were no clear preferences expressed by males for teaching strategies. 
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Tbe significant difference which was found in a number of areas between age groups 
could have resulted due to the small number of respondents being less than 49 years age 
(13 per cent). The Westem Sector of CSAHS have a large majority of the population 
over 65 years of age (15 per cent). In this study 51 per cent were over 65. It was 
therefore decided to collapse the age groups from: "18-33", "34-49", "50-65" and 
"greater than 65" to 18-65 and greater than 65. No significant difference was found 
between the age groups. It could have been that age may result in differences, however, 
this study showed none. 
As reported by Campbell (1994) the level of education and cultural backgrounds may 
influence the perceived nutrition information needs and preferred teaching strategies. 
However, this study showed the level of education had no influence. No significant 
difference was found between primary/secondary and tertiary levels of education and the 
perceived nutrition information needs and preferred teaching strategies. The reason for 
no significant difference existing in this study between education level and perceived 
nutrition information needs and preferred teaching strategies, is not clear. 
There was no significant difference between those requiring an interpreter and preferred 
teaching strategies. This could be due to the question not being specific and whether 
the respondent thought that each teaching strategy would be in tbeir language. This area 
could be further investigated. 
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Sixty seven per cent of the respondents have been to a previous education session with 
a dietitian. Twenty nine per cent have not been to an education session with a dietitian 
and four per cent were not sure. This percentage may appear low considering diabetes 
is a chronic disease and requires dietary change. However, 25 per cent of the sample 
have had diabetes for less than three months. No significant difference was found 
between respondents who have been to an education session with a dietitian previously 
and the preferred source of obtaining information. These clients did not rate a session 
with dietitian more highly than other sources. Also, the small sample size may have 
effected the results. 
A significant difference existed between the period of time with diabetes and three areas 
in the nutrition information section. "How to lower my cholesterol/triglycerides" was 
rated highest as "Not Important to Know" after having diabetes for more than one year. 
This supports the previous findings of this study that a gap in knowledge ia this area 
may exist. "What to eat if I want to play sport/exercise" was rated highest as "Must 
Know" after having diabetes for one year. This result can not be explained as it was 
not part of this research. "What is glycaemic index" was rated highest as "Must Know" 
after having diabetes for more than one year. This result can not be explained as it was 
not part of this research. 
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CHAPTER SIX 
CONCLUSION 
This study was useful in obtaining baseline data on clients with diabetes in the Western 
Sector of CSAHS. The sample consisted of 45 clients with diabetes, majority aged over 
65 and from non-English speaking backgrounds. From the data obtained in this study 
the following conclusions were made: 
To conduct a needs assessment, time and resources are required. No previous 
needs assessment were detected in several dietetic departments. However, 
planning education programs without conducting a needs assessment may result 
in ineffective use of time. 
Practical knowledge was considered more important than theoretical knowledge 
to help in the management of diabetes. Traditional dietetic practice contradicts 
these findings, however, current studies reinforce the need for practical 
information in comparison to theoretical information in helping clients to manage 
their diabetes. 
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Investigation of preferred teaching strategies show that formal methods such as, 
"lectures" were least popular compared to informal methods such as, "general 
discussion", "general advice for eating (with pictures or written)", "a written 
meal plan designed by a dietitian" based on the individuals needs and the use of 
"pictures." 
Differences existed between males and females and preferred teaching strategies. 
More females than males preferred "cooking demonstration", "supermarket tour" 
and "going out in a group and discussing food choices" as teaching strategies. 
There were no clear preferences expressed by males for teaching strategies. 
"Milk", "cheese", "biscuits", "cakes/lollies/chocolates" were rated as those foods 
about which knowledge was required to help with the management of diabetes. 
Foods reflecting one's cultural background were included in the "other" category. 
A gap in knowledge with relation to glycaemic index and the association of 
cholesterol/triglycerides with diabetes may exist as the "Not Sure" response were 
highest when comparing them with the other choices. 
"General practitioners", "an individual appointment with a dietitian" and "small 
groups" were all considered acceptable by the sample as sources of obtaining 
information to help in the management of diabetes. However, "only telephone 
- discussion with a dietitian" was not an acceptable avenue. 
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No difference between age group, level of education, cultural background, 
whether an interpreter was required and having been to an education session with 
a dietitian in the areas of specific nutrition content, preferred teaching strategies, 
knowledge about particular foods and preferred sources of obtaining information 
to help in the management of diabetes existed. 
Overall, the benefits of conducting a needs assessment are numerous. By studying a 
sample from the target population, the needs of the particular population are more likely 
to be met thus, improving "ability" to manage their overall knowledge regarding 
management of diabetes. Effective nutrition education must therefore be client-centred 
and flexible to meet the needs of clients with diabetes. Thus, a needs assessment will 
assist in ensuring that staff time is used efficiently and provide effective nutrition 
education that meets the specific needs of the clients. 
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CHAPTER SEVEN 
LIMITATIONS OF THE STUDY & AREAS FOR 
FURTHER INVESTIGATION 
7.1 LIMITATIONS 
Questionnaire Development 
The topics which were addressed in the questionnaire were limited to those issues which 
were raised by dietitians working in the area of diabetes and from the literature review. 
The use of some open-ended questions to precede the structured ones may have gleaned 
useful information on attitudes to nutrition and diabetes. Anderson et al (1993) 
reinforces the need of understanding clients attitudes to help m the development of 
realistic and relevant education programs. Also, Greene et al. (1991) suggests that 
attitudes can positively effect the outcomes of nutrition education. 
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However, limiting the length of the questionnaire and the likelihood of limited literacy 
skills had to be taken into consideration as well. If time was not so limited then focus 
group discussions could have been held to obtain opinions and further points according 
to the sample group. However, as the researcher was not experienced in facilitating 
focus group discussions, the depth of the discussion within the focus groups would be 
limited. 
The question relating to sources of obtaining information could have included other 
options. Other sources of obtaining information that could have been included are: the 
media, radio and pamphlets. 
The Sample 
The sample number was limited to 45 due to the time available. If time was not of 
concem then this study could include more responses so the sample could have been 
more representative of the target population. Also, a small number of respondents 
existed in the younger age groups and thus whether a significant difference exists is not 
known. Even numbers in each age group would have to be necessary to obtain reliable 
data and whether a significant difference exists. However, as the Western Sector of 
CSAHS has a high percentage of thé population over 65, this was not of concem. 
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Also, based on the awareness of the researcher, very little literature was found with 
relation to the determination of specific nutrition content, including specific foods and 
preferred sources of obtaining information. 
The sample was limited to those clients who agreed to participate and who had an 
appointment to see the dietitian between 4th of September to the 6th of October, 1995. 
The extent to which the information gained from the sample in the study could be 
generalised to the entire population of the Westem Sector of CSAHS is unknown. It 
is anticipated that the information gathered can be generalised to those who usually 
attend the Department of Nutrition and Dietetics for diabetes. 
7.2 RECOMMENDATIONS AND AREAS FOR FURTHER INVESTIGATION 
Baseline data on nutrition education needs and preferred teaching strategies for clients 
with diabetes and preferred sources of obtaining information to help manage diabetes 
in the Westem Sector of CSAHS was obtained. From this study the following 
recommendations have been made and areas of further investigation identified. 
1. To ensure that the clients perceived needs are met and to make use of staff time 
effectively, it is recommended that a needs assessment be conducted as part 
of planning an education program. 
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2. Practical information was considered more important to help one manage their 
diabetes compared with theoretical information. It is therefore recommended 
that the dietitians at CGRH develop strategies to educate clients with 
diabetes about practical information, so they can be incorporated in an 
education program or individual sessions. This may help the clients 
improve dietary management, compliance and blood glucose control. Clients 
in this area specifically want to leam about whether to eat foods containing 
sugar and foods to avoid. 
3. "How to lower my cholesterol/triglycerides" and "what is glycaemic iadex" was 
not noted by the respondents as "Must Know". However, the "Not Sure" rating 
was highest when comparing it to the other choices. Thus, it is recommended 
that strategies which discuss this gap in knowledge be included in an 
education program. 
4. The method of teaching has been proven to affects clients' management for 
diabetes (Wikblad 1991). Therefore it is recommended that informal 
teaching strategies such as general discussion, the use of pictures, and 
written meal plans designed specifically for the individual be incorporated 
into education sessions. Thé traditional lecture style should not continue as a 
teaching strategy at CGRG. 
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5. "Videos" and "slides" were rated as least preferred methods of teaching. 
However, literature supports these teaching strategies as beneficial to improve 
the management of diabetes. It is therefore recommended that these methods 
should be trialled and then evaluated with the target group. Also, these 
options received a higher percentage of "Not Sure" compared to the "Not Sure" 
rating of the other teaching strategies. Thus, a low rating for "Like Most" could 
be explained by the rating of "Not Sure" . 
6. The reason why "milk", "cheese", "biscuits" and "cakes/lollies/chocolates" were 
rated highly was questioned. It is therefore recommended that "cheese", 
"milk", "biscuits" and "cake/loUies/chocolates" be further investigated and 
may be incorporated into future education sessions. 
7. Foods reflecting one's cultural background were included in the "other" category. 
Therefore it is recommended that foods reflecting one's cultural background 
be included in future diabetes education programs . 
8. Local practitioners are regarded as an acceptable source of obtaining information 
about managing diabetes. It is therefore recommended that liaison between 
the dietitian and the general practitioners in the area be established so to 
act as a source of information for the general practitioners. This could be 
informally via phone regarding individual clients or through structured general 
practitioners education programs. 
Chapter Seven: Limitations of the Study & Areas for Further Investigation 74 
9. It is recommended that small groups be trialled and scheduled for a single 
week day, in the morning. Then the session should be evaluated and 
improvements made based on the results of the evaluation. This will decrease 
the waiting list at CGRH while still meeting the needs of the clientele. 
10. Over 60 per cent of the clients are from non-English speaking backgrounds. 
Questions relating to teaching strategies in particular languages was not included. 
Therefore it is recommended that further investigations addressing this issue 
be conducted. 
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CONCORD REPATRIATION GENERAL HOSPITAL 
DEPARTMENT OF NUTRITION AND DIETETICS 
DIABETES NUTRITION EDUCATION 
QUESTIONNAIRE 
(Please place a tick ( / ) in the box) 
Q1. Are you: 
• Male 
• ' Female 
Q2. Age Group: 
• 18 - 33 • 50 - 65 
• 34 - 49 • Over 65 
Q3. What"is the highest level of education that you have.completed? 
• Primary 
• High School - Up to Year 10 
• High School - Up to Year 12 - HSC 
• TAFE/Trade/Apprenticeship 
• University 
• Other 
Q4. When did you fine out you had diabetes? 
• Less than 3 months 
• More than 3 months and less than 1 year 
n 1 - 1 0 years 
• More than 10 years 
• Don't Know 
Q5. How is your diabetes being treated? 
• Diet & Insulin • Diet & Tablets 
• Diet & Insulin & Tablets • Diet alone 
• Don't know 
Q6. Have you ever been to an education session with a dietitian? 
• -Yes • No 
• Don't know 
If 'YES' approximately how long ago did you last see a dietitian? 
• Within the last 12 months • 6 - 1 0 Years 
• 1 - 5 Years • More than 10 Years 
Q7. To help you manage your diabetes, do you want to know about any 
particular information? Please tick ( / ) the appropriate column with 
YOUR answer, that is. Not Important to Know OR Helpful to Know 
OR Must Know OR Not Sure. Please answer aj] parts of this 
question. 
Not 
Important 
to Know 
Helpful 
to 
Know 
Must 
Know 
Not 
Sure 
Which foods should 1 eat 
Which foods should 1 try to avoid 
How many meals and snacks should I 
eat in a day -
Whether to eat foods containing sugar 
How to lose weight 
How to gain weight 
How to lower my cholesterol/ triglycerides 
How to manage ' Hypos' (low sugar 
attack) 
How to manage a sick day 
How to read food labels 
1 
How to cook for a person with diabetes 
What to eat at a restaurant or as take 
away food 
What do 1 eat if 1 want to play 
sport/exercise 
-
What are carbohydrates, proteins and 
fats 
What is a carbohydrate exchange or 
portion 
What is Glycaemic Index 
The energy (calorie) content of foods 
The benefits of fibre in food 
The benefits of a low fat diet 
Other (Please specify) 
Other (Please specify) 
Q8. The following are choices of ways to present information. Please tick ( / ) the 
appropriate column with YOUR answer, that is, Like Most (preferred) OR O.K 
acceptable) OR Don't Like (not preferred) OR Not Sure (Don't Know), 
^lease answer ^ parts of this question. 
Like 
Most 
O.K Don't 
Like 
Not 
Sure 
Lecture 
General Discussion 
A written Meal Plan designed for me by a 
dietitian 
A Meal Plan designed for me by a dietitian with 
mainlv pictures 
General advice for eating - Written 
-
General advice for eating - Mainlv pictures 
Video 
Pictures - eg Photos/Posters 
Slides 
Cooking demonstration 
Supermarket tour (to look at food labels) 
Eat out with a group and discussing food 
choices 
Other (Please specify) 
Q9. To help you manage your diabetes, are there foods you particularly want to 
now about? Please tick (vO the appropriate column with YOUR answer, that 
is, Not Important to Know OR Helpful to Know OR Must Know OR Not 
Sure. Please answer all parts of this question. 
Not 
Important 
to Know 
Helpful 
to know 
Must 
Know 
Not 
Sure 
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Other (Please specify) 
Q10. How would you prefer to learn about managing your diabetes? 
(Only tick one box) 
• By your local Doctor 
^ An individual appointment with a dietitian 
n Only telephone discussion with a dietitian 
^ To learn about diabetes in a Small Group 
• Not at all 
It^PJH otiose'Small Group' please answer the following questions 
(QT11, 12 and 13): 
Q11. How would you like the group to be organised? 
(Only tick one box) 
n One day only 
n One day per week for 3 weeks 
n 3 days in a row 
• Other 
Q12. When would you like the 'Small Group' to be held? 
(Only tick one box) 
• During the Week 
• On the weekend 
013. What time do you prefer the 'Small Group' to be held? 
- (Only tick one box) 
• During the day - Morning 
• During the day - Afternoon 
• One full day 
• Early evening eg-6PM to 8PM 
• Late evening eg-7.30PM to 9.30PM 
• Two day camp 
• Other 
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CONCORD REPATRIATION GENERAL HOSPITAL 
DEPARTMENT OF NUTRITION AND DIETETICS 
INFORMATION/CONSENT FORM TO 
PARTICIPATE IN A RESEARCH PROJECT, 
TITLE OF PRO.IECT! Determination of Nutrition Education 
Needs and Preferred Teaching 
Strategies for Clients with Diabetes. 
NAME OF INVESTIGATOR: Julie Dimech 
This research project is being conducted as part of Masters of Science (Nutrition 
and Dietetics). It will be supervised by Boris Gazibarich in the Department of Public 
Health and Nutrition at the University of Wollongong and Rosemary King and Maria 
Loveday in the Department of Nutrition and Dietetics at Concord Hospital. 
GENERAL PURPOSES, METHODS AND DEMANDS 
The purpose of this research is to find out: 
1. What nutrition information the client wants in an education program for 
people with diabetes. 
2 How the client wants the nutrition information to be presented. 
The results from this study will help improve health services for people with 
diabetes. 
The method used in this research will be a questionnaire to be completed by 
yourself. 
The questions will take approximately 5-8 minutes to complete. 
There will be no further visits required. 
POSSIBLE RISKS, INCONVENIENCES OR DISCOMFORTS 
Your name will not be revealed by anyone and information you give will remain 
confidential. You may refuse to take part or be free to withdraw from the research 
at any time. If you refuse to take part or withdraw from the research project it will 
not affect your treatment at this hospital. 
If you have any enquires regarding the conduct of the research please contact the 
secretary of the University of Wollongong Human Research Ethics Committee on 
(042) 213 079 or the Secretary of Concord Hospital Ethics Committee on 736-2233. 
You understand that the data collected will be used for presentations and may be 
printed in journals. You consent for the data to be used in that manner. In no way 
will you be named in the presentations/publications nor will the data identify you. 
If ycu wish to take part in this research please sign below. 
Participant Witness 
Researcher Date 
